Meadowlark
Denta]
Associates

PatientRegistration Form

Patient’sLast Name First__________________ MI ______

_____________________________________ City_ .
________________________ Zip__________________
_______________________ Work Phone _________ __ __ __ o ______

__________________________ Email ________ o _______
Male ____ Female____ DateofBirth_________________ SS# ____ o ____
Occupation _________________________ Employer ____ __ _ __ o ________
INSURANCE INFORMATION:
Name of Insured Person _________ ___ ___ ____________ SS# __ o ______
Insured’s DateofBirth________________ Employer’s Name
Employer'sPhone ___________________
Insurance Name _______ __ _ _ _ _ _ ___ _____________ Insurance Phone
Group # ___________________
METHOD OF PAYMENT:
Person responsibleforaccount _____________________________ Phone ________________
Check____ Cash____ Credit/DebitCard____ WellsFargo_____ Care Credit_______
In Case of Emergency, please contact:
Home phone ______________ Work phone ________________ CellPhone _______________

I understand thatmy insurance company may pay lessthan the actualbillfor servicesand thatI am
fullyresponsible for payment of my account. By signing thisstatement I agree topay forallbalances
not paid by my insurance company and any legal feesincurred toenforce thisstatement.

I hereby authorize the releaseof any information relating to insurance claims and I authorize
payment of my group insurance benefitsdirectlytoMeadowlark DentalAssociatesP.C.

I certifythat the information I have provided here istrue and correct.

Signature Date ____________________



